Welcome To Our Office			FAMILY MEDICINE ASSOCIATES, P.C.

PATIENT INFORMATION:
		First					Last						MI
Name:_____________________________________________________________________________________________
Social Security#: ______________________________ Date of Birth: ________________________        Sex:  M   /   F   
Home#: ___________________________Work#:________________________Cell#:______________________________
Address: ______________________________________Apt/Lot#: ________City: ____________State: ___Zip:________
Marital Status: M / S / W / D 	Race: _______________Ethnicity: _______________Language: ___________________

RESPONSIBLE PARTY: (person who carries insurance or parent of minor child) if different than above
Name: __________________________________________________Date of Birth: _______________________________
Social Security#: ______________________________ 		Relationship To Patient:   Self / Spouse / Parent / Other
Address: ____________________________________Apt/Lot#: ________City: _______________State: _____Zip:______
Home#: ____________________________Work#: ___________________________Cell#: _________________________

PHARMACY INFORMATION: Primary Pharmacy: _________________________________Phone#: __________________
Address (Major Cross Streets): _________________________________________________________________________

NOTIFY IN EMERGENCY:  Name: ______________________________________________Phone: ___________________
Relationship: _________________________________     Authorization to Discuss Medical Care:          YES   /   NO

We want to connect with you!
[bookmark: _GoBack]Did you know we have an online portal? This portal allows you to have online access to our office, ask questions, look at your lab results, get appointment reminders, and more! 
We just need your email address: ______________________________________________________________________
Appointment reminders will be call or text message. Please let us know which you prefer. 
Please check one. 
Call: Home: ______________________ Cell: ________________________      or     Text: __________________________
I understand that I am responsible for all charges incurred by me or my family regardless of insurance coverage and that payment is due at the time of services rendered. I also request that payment under my medical insurance program be made directly to Family Medicine Associates, P.C. on any unpaid bills for service furnished. I authorize the release of any medical information to process this claim and future claims. 

Signature: _____________________________________________________________ Date: _______________________
